Right pneumothorax diagnosed in military hospital and 500 c.c. air removed. Ten weeks later another 400 c.c. removed. September 1943: Admitted to Brompton. Some dyspncea and palpitation. X-ray: Complete right pneumothorax. Aspiration of 1,000 c.c. air produced only temporary improvement. 19.10.43: Thoracoscopy (Mr. Brock): Emphysematous bulla on upper lobe which was held up by two adhesions, air bubbled out through a small fissure at the base of one of these. This area was painted, with 10% silver nitrate.
Lung completely re-expanded following second injection (ni VII) of 10% silver nitrate.
Mr. Ivor Lewis inquired if in this case the adhesions had been divided. Gullbring of Stockholm had shown that some of these cases were due to an adhesion holding out a ruptured bulla. Since seeing one of these cases at Gullbring's hospital, the speaker had himself seen one or two such cases of persistent tension pneumothorax, showing a ruptured bulla at the base of an adhesion, both adhesions and bulla being beautifully shown in the X-ray in one case. What happened in such a case was that, as soon as the adhesion was divided, the half-lifted fragment of visceral pleura was allowed to fall as a lid over the tear, abolishing the valvular effect, and so promoting the rapid healing of the tear. A case of his had rapidly expanded after thoracoscopy and severance of the string adhesion, without any further treatnment. After incising the pleura which covered it, the tumour was easily shelled out intact; the vessels entering it at its upper pole were ligated. During this procedure the phrenic nerve was probably pinched as the diaphragm became immobile. The chest was closed without drainage after reinflating the lung. 23.10.43: 12 cz. heavily blood-stained fluid was aspirated from the pleura. A portable X-ray showed collapse of the lung. During the next few days fluid was aspirated three more times. The lung re-expanded and she returned home on the twenty-first day after operation.
Examination of tumour: A partly cvstic mass containing sebaceous material but no hairs in the main space. Smaller cysts did contain hairs. There was a mass of apparently true bone and cartilage. 130; 20. PercuLssion note impaired to right of sternum. Vocal fremituLs equal. Breath sounds faint all over. Some crepitations and sibili lowv down in front and behind. Both mammary glands were large, resembling those of manv girls of his age. Both testicles atrophied. X-ray showed a large bilateral mass mainly in the anterior mediastinum. During the next three weeks pressure signs increased rapidly. The neck became full and enlarged veins appeared on the upper part of the chest. An aspiration biopsy was attempted but only blood was obtained. 11.5.43: Transterred to St. Bartholomew's Hospital for deep X-ray therapy. A month later the tumour had practically disappeared, and all chest signs had gone. No venous distension in neck, though the veins on the upper chest were still obvious.
NoNw, six months later, he rcmains well. X-ray shows no recurrence. Mlammary enlargement still present, but definitelv less and veins of neck and chest normal.
POSTSCRIPT (FebrUarY 10, 1944 Oni exainaiiitionz.-There is a visible and palpable swelling below the left clavicle about 47/2 in. in diameter and extending from its lower border to the 3rd rib and from the edge of the sternum almost to the anterior axillary line. The swelling is not entirelv homogeneous, the medial portion being more prominent and very elastic, while the upper and the lateral parts are flatter and fairly firm in consistency. The skin over the tumotur is not hot or red and is freelv mobile. There are some dilated veins over the tumour, the blood running medially. The swelling is fixed to the deeper structures, and tensing of the pectoralis major only anchors it a' little more firmly. It is not tender. It is dull to percussion, it does not pulsate nor has it an impulse on coughing. No brulits are heard. X-rav: A large spherical opacity in the left upper chest. The anterior end of the 2nd rib is missing and the 3rd rib is displaced downwards. The opacity extends backwards to the level of the vertebrae. 26.7.43: Attempted biopsv. Small transverse incision made over swelling, the pectoralis major was split and a thin-walled cvstic swelling exposed. On aspiration thin brown fluicl was obtained. A small incision was made and the fluid was evacuated. Profuse haemorrhage then followed, so the cavity was tightly packed with gauze. The packing was changed everv few davs until 19.8.43, when a biopsv was taken from the anterior ancl posterior walls of the cavitv, and the packs replaced by a tube.
Histological report (Prof. Hadfield): Anterior chest wall neoplasm. The large brownish masses are composed of autolysing fibrin. The small white opaque masses are composed of tumour tissue. In some places this is highly cellular. The cells have the general characters of vasoformative endothelium. They tend bv vacuolation to produce endothelial lined spaces after the manner of angioblasts. As the result of this process the tumour tissue contains cvstic spaces of all sizes, the largest being filled bv colloidl material, the smallest by blood. These characters are those of haemangio-endothelioma.
It is probable that the tumour has existed for some time but the striking cellularity of some parts of it suggests that there has been rapid growth recently and that the tumotur has malignant potentialities.
In view of the patient's age and the extensive removal of the chest wall which wouldl be necessarv, it was decided to treat by therapeutic X-ravs. A full coturse of deep X-ravs has been given at St. Bartholomew's Hospital.
POSTSCRIPT (February 10, 1944) . Female, aged 27. Hospital nurse. No significant family historv. Opacity discovered on routine examination Januarv 1942. August 1943: Slightlv larger. No svmptoms at any time. October 1943: Admitted to Brompton. X-ray: Rounded opacity in apex of left lung suggesting neurofibroma. After diagnostic A.P. the shadow appeared to be intrapulmonary. ? Assmann's focus.
AUJTHOR'S NOTE (30.12.43): The final diagnosis of this case was intrapulmonarv consolidation, i.e. an Assmann's focus, and, after thoracoscopv and adhesion section, the condition subsided. The patient is symptom-free and is going to a sanatorium,
